Abstract Contemporary recovery-models of treatment for substance misuse prioritise community-based support systems that focus on developing individuals' strengths and quality of life. The research project aimed to explore the perceived mechanisms and processes that underpinned support in three abstinence-based recovery communities (RCs) across England. Focus groups and telephone interviews were conducted with 44 individuals. This was to identify self-prioritised outcomes for members and other key factors contributing to the delivery of an effective recovery community. Data were thematically analysed. Along with a number of other key outcomes, the achievement and maintenance of abstinence by participants was considered to be a key indicator of an effective RC. RC processes were also viewed as underpinning the development of recovery capital. The study provides an insight into the processes of RCs and highlights that development and support of recovery capital is an important aspect of service provision and delivery for those in abstinence-based recovery.
Focus groups and telephone interviews were conducted with 44 individuals. This was to identify self-prioritised outcomes for members and other key factors contributing to the delivery of an effective recovery community. Data were thematically analysed. Along with a number of other key outcomes, the achievement and maintenance of abstinence by participants was considered to be a key indicator of an effective RC. RC processes were also viewed as underpinning the development of recovery capital. The study provides an insight into the processes of RCs and highlights that development and support of recovery capital is an important aspect of service provision and delivery for those in abstinence-based recovery.
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Background
Substance use and dependence is a key public health priority within the United Kingdom (UK). In 2016/2017 there were 279,793 individuals in contact with drug and alcohol treatment services in England and Wales (a decrease of 3% from 2015 to 16) (Public Health England [PHE] 2017) . However, the number of deaths from drug-related poisoning and drug misuse (including legal and illegal substances) in England and Wales in 2016 (3744) is currently at its highest since records began in 1993 (2178) (Office for National Statistics [ONS] 2017) . Despite this, the UK Advisory Council on the Misuse of Drugs (ACMD) has noted that funding for drug and alcohol treatment is currently under threat due to reductions in local and national funding (Advisory Council on the Misuse of Drugs [ACMD] 2016). The 2017 UK Drug Strategy highlights the importance of providing services that focus on recovery and the wider support that individuals need to 'achieve and sustain a life free from drugs' (Her Majesty's Government [HM Government] 2017, p.2) . This approach utilises the concept of recovery capital to underpin and enhance the quality and quantity of resources available to individuals when initiating and sustaining recovery from problematic substance use (Granfield and Cloud 2001) .
Recovery capital refers to the quantity and quality of resources that a person can draw on to initiate and sustain recovery from alcohol and drug dependency and may be seen as critical to successful recovery from substance use (Granfield and Cloud 1999) . A key strength of this approach is its consideration of wider social and environmental determinants of health and inequalities that may affect the initiation of recovery, maintenance of long-term abstinence, and achievement of overall treatment outcomes (Granfield and Cloud 2001) . Individuals who have a high level of recovery capital are seen to better manage their circumstances and achieve their personal and professional goals, allowing them to reach an optimal quality of life and positively contribute to society (Laudet et al. 2008) . A number of key recovery capital domains have been identified that include social (e.g. support networks), physical (e.g. material resources such as money, access to housing and food), human capitals (e.g. well-being, personal assets/skills) Cloud 1999, 2001; Cloud and Granfield 2008; White and Cloud 2008; Neale et al. 2014) , and cultural capital (values, beliefs, and identity) (Cloud and Granfield 2004) . Timpson et al. (2016) highlight that recovery capital domains may be seen as useful indicators of success. It has, however, been identified that whilst recovery capital has been looked at in numerous studies that focus upon substance use, there is no consistent approach to the use or reporting of recovery capital terms (Hennessey 2017) .
Although there are no normative definitions, recovery has been described by the UK Drug Policy Commission as 'A process of voluntary sustained control over substance use which maximizes health and wellbeing and participation in the rights, roles and responsibilities of society' (UK Drug Policy Commission [UKDPC] 2008, p.6). Successful recovery can be characterised by individuals, families, and communities voluntarily taking control of the drug and alcohol-related problems, and becoming empowered to take on roles and responsibilities that enable them to lead healthy, productive, and meaningful lives (Best et al. 2012; White 2007; UKDPC 2012a, b) . It is also acknowledged that recovery is a unique and personal process (Timpson et al. 2016) . Aside from individual motivation, behaviour change is dependent on resilience-building motivators such as developing a strong sense of purpose by way of meaningful activities, strengthening supportive social networks, and having access to permanent supportive living accommodation and health care services (Best et al. 2012 (Best et al. , 2015b (Best et al. , 2016 Collins et al. 2016) . Recovery can promote creation of healthier identities, improvements relationships with family, restore dignity, improve self-acceptance, and increase feelings of community (Irving 2011; Mawson et al. 2015; Wittouck et al. 2013) . Positive recovery experiences may also incorporate aspects of spirituality that are associated with well-being, such as gratitude, selfcompassion, and using personal experiences to help others (Kaskutas et al. 2014) .
Recovery communities include and involve a fellowship of individuals who are focused upon long-term recovery and abstinence from substance use. A wider recovery community may also be seen to include the family and friends of those in recovery along with professionals who are focused upon addition and recovery (Valentine et al. 2007 ). These communities organise recovery-focused activities, community education, and outreach programs, as well as providing peer-based recovery support services that focus upon relapse prevention education (Valentine et al. 2007 ). Strong social networks and self-esteem play an important part in enabling individuals to recognise the significant role they can play in their own recovery (Bracken et al. 2012; Kelly et al. 2009; Tew et al. 2012) . It is common for people in recovery to experience distress, face isolation, and limited social support following the loss and erosion of family relationships (Mawson et al. 2015) and loss of previous drug-network friendships (2001; Laudet et al. 2006) . Positive social support networks are key to supporting those in recovery (Best et al. 2015a, b; Litt et al. 2009; Stevens et al. 2010; Timpson et al. 2016) . High levels of social support are associated with decreased levels of relapse (Granfield and Cloud 2001; Laudet et al. 2006) ; improved resilience to stress, depression, anxiety, social isolation, and stigma (Best et al. 2015a, b; Hester et al. 2013 ); enhanced subjective well-being (Laudet et al. 2006) ; and improved quality of life (Laudet and Stanick 2010; Mericle 2014) . Peers and social networks are also integral to the generation of recovery capital (Timpson et al. 2016) . Being part of a group and fostering a social identity supports recovery (Best et al. 2010; Buckingham et al. 2013; Kaplan et al. 2010; Pagano et al. 2011 Pagano et al. , 2013 . There is an inverse association between positive peer support networks and recovery relapse (Litt et al. 2009; Moos 2008; Neale and Stevenson 2015; Panebianco et al. 2016; White 2009 ). Peer support offers opportunities to adopt more positive social norms that can promote engagement in enjoyable non-substance-related activities, and which may override the norms of pro-drug use networks (Laudet et al. 2004; Longabaugh et al. 2010) . Peers can also provide diverse forms of emotional and practical support, including financial support, childcare, and a safe place to live (Neale 2001; Neale and Stevenson 2015) .
In the UK, peer support models of recovery make up 98% of mutual aid recovery groups and have gained support in national drugs strategy (HM Government 2017) . Despite the increased focus on recovery-based systems, and compared to the USA, UK recovery-orientated policies and programs are less developed, and the evidence base supporting their effectiveness in the UK context is limited (Humphreys and Lembke 2014) . Unique personal experiences are also inherently difficult to empirically define (Laudet 2007; Knopf 2011; Witbrodt et al. 2015) , which presents challenges to establishing key predictors to behaviour change and long-term abstinence, and effective community-based recovery approaches. Further research is therefore required to understand the role of recovery communities in supporting recovery and developing recovery capital.
The study aimed to explore how RCs help individuals to maintain abstinence. This was done by engaging with RC members and key stakeholders to describe the social mechanisms and processes underpinning recovery support for individuals with substance use issues. These RCs were funded by the charity Comic Relief's 'Give it Up' Fund, a programme that ran from 2014 to 2016 and aimed to support the development of RCs in the UK.
Methods
Ethical approval was granted by the LJMU Research Ethics Committee (reference 14/EHC/ 082). This study utilised interviews and focus groups (FG) with RC members and key service stakeholders between April and July 2015.
The methodological approach was informed by Social Return on Investment (SROI) (The SROI Network 2012) evaluation of these RC as part of a broader social value framework (Social Value International & Social Value UK 2016) . SROI is a framework to assess evidence of value and impact by measuring and accounting for improvements in well-being by incorporating social, environmental, and economic costs and benefits. It also allows for the measurement and capture of outcomes that can be intangible and hard to measure, and is therefore useful for the evidencing of recovery capital outcomes. This method also enables consideration of the wider impacts of community projects on the areas they thrive in. The SROI also identified negative and/or unintended outcomes (these unintended outcomes may be positive or negative). The SROI involved five stages: (1) establishing scope and identifying key stakeholders (scoping activities to analyse and understanding why these have been chosen); (2) mapping outcomes (stakeholder engagement and mapping outcomes); (3) evidencing outcomes and giving them a value; (4) establishing impact (deadweight and attribution); and (5) creating an impact map and calculating the SROI.
The findings of this paper focus specifically upon the qualitative, stakeholder engagement elements of this process. This enabled the researchers to identify and measure different perspectives on the social processes of recovery (Laudet 2007; Knopf 2011; Witbrodt et al. 2015) and the mechanism resulting from the RC, which was brought about this change. This was complimented with a process evaluation that aimed to evidence the experiences and perceptions of key stakeholders involved in delivering the three projects.
Three abstinence-based RCs in central England, south west England, and London took part in the study (Table 1 ). The RCs were located in areas where indicators such as deaths by drug misuse, hospital stays for alcohol-related harm, and associated indicators such as long-term unemployment and homelessness were higher than the national average (PHE 2016) . Each RC differed in setting, size, recovery focus, and delivery due to the history and context in which the RCs were developed. All of the RCs had received large grants funding from the Comic Relief, Give it Up fund to develop specific elements of their RC and these were and the specific elements under evaluation and detailed in this paper.
Each RC adopted different definitions of abstinence-based recovery. This ranged from guidance on substances that members were or were not permitted to take (for example, the use of antidepressants were excluded from one abstinence policy) to harm reduction approaches for participants at the beginning of their recovery journey, where use of methadone was permitted as part of a opioid dose reduction/discontinuation programme.
Purposive sampling was adopted (Bowling 2002) , i.e. participants of the study were purposefully selected with the intention-making generalisations from this sample to the wider RC population. The evaluation activities being organised in liaison with a gatekeeper at each of the RCs, who provided support in identifying and recruiting key stakeholders and promoting the focus group events, help to maximise the number of attendees.
Focus groups (FG) (n = 6) were conducted with 36 individuals attending the three RCs (23 males; 13 females). These were held at a location from which the projects were being delivered. The number of individuals attending each FG ranged from 7 to 13 with a mean attendance of 10. Across the three RCs, eight telephone interviews were also undertaken with available service stakeholders (staff members [some of whom were also in recovery] and volunteers) (four males/four females). RC members were recruited through a gatekeeper in each site. Verbal informed consent was obtained for service stakeholder interviews, whilst written informed consent was obtained from all taking part in the FG.
The FG guide of questions and probes was designed by the research team and informed from a social value perspective (The SROI Network 2012; Social Value International & Social Value UK 2016). It focused on gaining an understanding and exploring individual and group reflections around recovery processes, experiences of changes in quality of life, and other personal gains from being part of the RC. FG were conducted at two time points in each site with the second FG (one session of 2-2.5 h) taking place approximately 2 weeks after the first (two, 2-h sessions). The time gap between the FG enabled the researchers to collate the information from the first focus group, reflect and include and details missed, and mark the change in focus from the first to the second FG.
The FG were facilitated by two researchers-one guided the discussion and the second recorded information. The first FG used reflective learning and group discussion to explore and identify individual and group processes and outcomes that were experienced as a result of engaging with the RC. In the second FG, the process of discussion concentrated on identifying a number of key outcomes, placing them in an order (of most to least important) and deciding potential indicators that might be used to evidence these outcomes. The focus groups contributed to the development of a chain of events pathway depicting a common experience of abstinence-based recovery. Whilst it is acknowledged that audio recording can be used to document the group process, due to concerns around intrusiveness and potential effect on FG dynamics and retrieval of information/stifling the openness of the group, FG were not audio recorded. Facilitators recorded handwritten notes throughout, and group post it notes and flipchart information were also taken and used in the analysis.
The process evaluation telephone interviews (semi-structured) with staff and volunteers explored experiences of the implementation of the RCs in each site. Data was gathered regarding understanding of recovery communities, experience of developing and delivering the recovery community, referral processes, and the amount and type of support that was offered. The interviews also elicited perceptions of how the programme was received by service users. Each interview lasted 25-40 min (mean = 30.7 min) and were recorded using a digital recorder. Central England This is a user-led organisation that aims to support people to maintain their recovery from addiction through an abstinence-based model, as well as identifying and addressing those behaviours that prevent individuals from stopping any criminal activity they may be involved in. It was established to develop a recovery community from the foundations of good quality, abstinence-based, single-sex housing. This was to provide a safe and substance-free environment where people were able to support one another from a shared experience. Those living in the accommodation are required to engage in the recovery community through fellowship support or mutual aid groups, and to gradually become actively involved in the local mainstream community and develop the skills to move closer to the job market.
Peer support and membership program Peer support is considered to be a fundamental building block within this recovery community and is underpinned by a network of volunteer peer mentors (Recovery Coaches). Volunteering opportunities include central support functions to front line delivery, to give people confidence and employability skills. Recruitment, induction, training, and supervision programs are available for volunteers in this RC, and volunteers are also encouraged to apply for roles within the organisation.
• Interviews took place with two paid staff members and one service user volunteer.
• 12 members of the recovery community took part in focus groups.
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London This RC provided support, rehabilitation and training services for people facing problems of addiction, homelessness, and social isolation.
There are a number of services provided by this RC that were considered to help people on their pathway to recovery and in their maintenance of abstinence. These included a residential, 12-step recovery house; semi-independent move-on houses; a day programme for those in abstinence-based recovery; key aims to help Social venue that runs social and recreational facilities along with the development of employment and training opportunities
This RC has developed a number of areas to offer abstinence-based recreational activities that help bring together people in all stages of recovery, including families. These areas of development include:
-The engagement and training of recovery champions.
• Interviews took place with two paid staff members and one volunteer (committee member).
• 13 members of the recovery community took part in focus groups. people on their pathway to recovery; and a number of fledgling social enterprises.
-Employment and training opportunities (through its social enterprises).
-Evening and weekend social and recreational activities run and facilitated by people in recovery.
-The creation of a supportive community at the RC recovery café -Wider engagement of the RC with families, the local community, local services, local businesses, and anyone who is willing to make a contribution to their recovery community.
South West This social enterprise was newly developed in 2015 to engage and involve the local recovery community and is run voluntarily by people in recovery-staff, ex-clients, and others. It aims to educate the public about recovery, making recovery more visible and accessible to those struggling in addiction, as well as providing recovery awareness training to educate front line professionals, journalists, and the general public about recovery and its benefits.
Social enterprise café
The aim is to grow this café into a self-sustaining, independent project employing and managed by people in recovery. The recovery café (for onand off-site catering) offers vocational training in catering and customer service and recruits volunteers and recovery champions to deliver training and advocacy.
• Interviews took place with one paid member of staff and a volunteer who was a member of the steering group committee.
• 11 members of the recovery community took part in focus groups.
Following transcription of interview recordings, thematic analysis (Stemler 2001; Braun and Clarke 2006) was conducted by two members of the team on the FG and interview data with identified themes being cross-checked and analysed collaboratively. This included familiarisation of data, identifying a thematic framework, indexing, charting, and mapping and interpretation. This process identified a number of key themes: 'supporting the development of recovery capital'; 'person-centred recovery and peer support'; 'reducing stigma'; 'flexible provision of services and connections to education, employment and training'; and 'collaborative working and barriers'.
Results

How Recovery Communities Support the Development of Abstinence-Based Recovery-the Identification of Outcomes
The process of developing recovery capital appeared to span across four levels, namely individual, community, relationships, and society, and were evidenced across all three RCs. This is depicted in Fig. 1 and culminated in the identification of four key outcomes. These were sense of purpose and feeling valued, personal capital (e.g. resilience, emotional stability, feeling responsible), improved relationships with family members and friends (family members were additional beneficiaries who experienced positive outcomes as a result of their family member attending the recovery community), and a feeling of being connected or belonging to their RC and wider society. At an individual level, being part of an RC was seen as a journey, a process of discovery, where individuals were encouraged to identify their Fig. 1 Chain of events leading to key outcomes experienced by individuals in abstinence-based recovery assets as well as their weaknesses in a safe environment. This was thought to enable RC members to build self-confidence and resilience, develop practical skills and knowledge, and to take on responsibilities within the RC itself. Within the RC community, the connection with peers was paramount and tangible in terms of making new friends, building trust, and supporting the development of social skills. Connections and renewed/enhanced relationships with family members were also evident. RC members acquired responsibilities and abilities to re-establish positive relationships with family and friends, and re-building the trust, which in many cases they believed had been lost as a result of their substance use. Connection within society was developed through increased self-confidence, self-esteem, and feelings of selfworth, which led to feelings of equality and reduced social stigma.
Despite the FG having been conducted independently, two of the recovery communities identified the same four key outcomes and prioritised them in the same order: having a sense of purpose and feeling valued, being emotionally able to cope with things, having improved relationships with family members, and feeling better connected with wider society. It was believed by RC members that those without the support of a RC were much less likely to achieve the four outcomes. Participants from one of the RCs described what they believed would happen to them if they did not attend their RC. This included increased isolation, reduced ability to cope, poor health and wellbeing, maintenance of substance use/relapse and associated friendship groups (negative influences), and lack of structure and routine.
Mechanism of Change
Person-Centred Recovery and Peer Support (Supporting the Development of Social Capital)
Person-centred approaches to delivery of the RC was seen to provide RC members with options, choice, and holistic support, which engaged and developed the whole person physically, emotionally, mentally, and spiritually. The design and delivery of the RC was underpinned by equity and collaboration between staff, volunteers, and service users. This was considered to be important when considering needs, building relationships, and ensuring the RC itself was culturally and socially appropriate. This approach also helped foster a sense of community, both in terms of individuals having a sense of belonging towards each other and within the physical space and community of the RC. Having fun was described as an important component of recovery support, and one which the recovery communities fostered through interactions with their members, and the offering of activities in a safe and friendly environment.
Peer support was seen to be a key factor of each RC. This was achieved through the development of new, positive social networks not focused on drug use and via RC activities (such as social events and peer support groups). These interacting factors contributed to members developing a strong sense of common purpose and meaning around their roles within the RC and feeling valued for the contribution they provided. Those who were peer mentors were eager to have an opportunity to 'give back' to the community themselves via volunteering, engaging with peers, and actively promoting recovery in the wider public/ professional communities. These roles within the recovery communities provided a foundation for developing confidence and skills in listening, problem-solving, and employability, all viewed as vital for personal progression, maintenance of abstinence, and the recovery journey.
…it [a support network] is an essential key part, whatever the shape or form the recovery takes … you have peers and people to spend time with, or construct activities to get involved with … I don't know anybody that has really managed to sustain a happy and fulfilling life in recovery on their own. (P8: RC3) Peers who were further along their recovery journey were viewed as role models to newer RC members. This was seen to provide hope and momentum that abstinence-based recovery is possible and worthwhile, and that there is a 'life beyond addiction'. It was also described as reducing stigma by increasing visibility within and outside of the recovery communities of those in recovery from their substance use issue.
Something that is really important is being around positive people who are doing well in their recovery… because addiction is quite an isolating thing. (P7: RC3)
Reducing Stigma (Supporting the Development of Cultural Capital) RC members considered stigma to be driven by a lack of understanding of addiction, recovery, and the challenges associated with it, both for the general public and those in medical services.
I think one of the main things that stands in the way of recovery is the stigma towards people in recovery, a profound lack of understanding in not only in general in society, also in the medical field as well. There doesn't seem to be enough training and understanding of what addiction is and what is required for recovery. There's the kind of mind-set that people go off for three months go to rehab and get well as if people were going off and trying to mend a broken leg and once that's healed it's ok. That this is an ongoing lifelong challenge for some people and then it can take years to ingrain healthy habits. (P6: RC2) Two of the RCs responded to this by providing training on addiction and recovery to statutory services such as police and those working in criminal justice, local community groups, and other third sector/voluntary organisations. They also provided a number of opportunities for RC members to attend educational and training courses and engage in volunteering and mentorship. These opportunities aimed to help members to gain skills and qualifications to prepare for future employment and reintegration into society.
All RCs described projects, events, or training they had established to help members of their RC interact with the local community exposed them to positive images of recovery. Examples of these projects and events included a voluntary gardening project, family fun days, dog shows, and alcohol-free venue/cafes that were open to those in recovery and their families as well the local community.
Last year we had a family fun day that we organised, we had a dog show, we had games and things like that…There were people there who had nothing to do with [name] or recovery and they came with their dogs for the dog show and had a great time. So it's kind of building that relationship and giving different perspective as well on people that are addicts and are now in recovery. (P8: RC3)
The overall purpose, whilst providing support for those in recovery and their families, was to engage with wider community and those not in recovery to destigmatise recovery and debunk some of the myths around those with substance use issues. Nonetheless, one RC described how in their area the recovery agenda was still hidden from the community due to the wider stigma that was attached to recovery and a lack of locally based provision. Two RCs described that by having their recovery community in a visible location, such as on the high street, the public and other businesses were aware and supportive of them, for example, attending events held by the RC and visiting their community cafés. Media platforms were seen as a useful way to increase the visibility of recovery to the local community. These included a magazine, the creation of a film on addiction and recovery, and using social media to engage with the wider community and local businesses. Two RCs described how they developed a social media strategy so they could expand their engagement with service users, as well as businesses on Facebook and Twitter.
Flexible Provision of Services and Connections to Education, Employment, and Training (Supporting the Development of Physical and Human Capital)
Providing a range of opportunities for RC members was important. The RCs provided access to educational courses and training and enabled RC members to carry out volunteering and mentorship. The flexible delivery of these activities was also important to support ease of attendance. These opportunities aimed to help members to gain skills and qualifications to prepare for future employment and reintegration into society. Participants from two of the RCs described their individually tailored aftercare programme, designed for those who had successfully completed drug detoxification treatment or were abstinent through other means, was distinct from the provision offered by other RCs. This included flexible opening hours such as provision in evenings and providing child friendly support services.
Generally, services are 9-5 so you know, if somebody needed support then, obviously, after 5 o'clock you know, they might struggle. 12-step fellowships have people that will do a 12-step call if somebody is in trouble, but you know, a lot of people won't want to make that call and go 'will you help me?', whereas just coming to a coffee shop they can do, independently without making too much fuss, and there'll be people around who they can have a chat with if they want to. (P7: RC3) A further example included how opportunities were tailor-made for RC members who were keen to volunteer. Some RC members might have criminal convictions; therefore, completing Disclosure and Barring Service (DBS) checks prior to undertaking regulated volunteer activities with adults and children was sometimes a lengthy process. For these individuals, RCs were able to provide volunteering and educational opportunities where a DBS was not needed, such as gardening, fundraising, marketing, and training courses. In addition, participants in one RC reported that they were building up a rapport with local businesses that might employ RC members in future by engaging with them through social media and increasing awareness of what the RC did.
The RCs referred their members to other services including housing providers and counselling services. They also reported having links with local colleges, businesses, and third sector organisations who provided courses and training, some of which were delivered for free. Examples of training and courses included health and social care and social media training, meditation, life drawing, and jewellery making classes. One RC had links with a theatre and film and a new media company who were helping members to put on a performance to the local community. RC members were also referred internally to, for example, counselling services so that they felt comfortable and safe in familiar surroundings.
… our artist in resident was here yesterday and he runs an art class on a Monday and something like that it's really simple and straight forward but it's really well attended and it's led onto other things so there's the photography project as well which has now grown out of the photoshoot that we did for the website so there's a lot of potential there. (P3: RC1) RC members were seen to be more resilient as a result of engaging with the RCs and described how they were more emotionally able to cope, felt their lives had developed meaning, had improved relationships with family members, and better connections with society.
Strengths and Barriers of Collaborative Working
The value of the RCs was described by participants as being partly underpinned by freedom and flexibility in their approach to the provision and delivery of their service, and this enabled them to be more responsive to change. Collaborative working was considered to be important in gaining the best possible outcomes for RC members and links were seen to have been made to government-funded services such as housing providers, local colleges, businesses, and third sector organisations. A lack of other abstinence-based service provision was apparent in all three RC sites and members described how tensions sometimes emerged when attempts were made to develop relationships with statutory (and non-statutory) services promoting harm reduction (including opioid substitution treatments) due to differences in focus and approach to recovery. This has implications when looking at how best to integrate recovery community provision into overall substance misuse services.
All RCs emphasised complimentary elements of fellowship and mutual aid, whether that be from attending 12-step (AA, CA, NA), SMART recovery, and were viewed as valuable wraparound support. Individual choice was advocated along with a number of different approaches to mutual aid and individual recovery journeys. Many RC members accessed traditional 12-step programs independently of their RC. Despite this, however, all three RCs stated that they found it difficult to develop a reciprocal, working relationship with 12-step programs. This was because the 12-step programs were reluctant to engage with and promote other abstinencebased recovery organisations.
We've got very close links, but it's all very unofficial, just because of their traditions… ,the 12 step fellowships are tricky because they're not affiliated with any other organization, so they have their traditions, and they are very boundaried about how they are seen to be part of anything else. (P7: RC3)
Discussion
Recovery Community Delivery
The study provides a valuable contribution to knowledge around recovery outcomes, specific to abstinence-based RCs in England, and what key factors contribute to a 'successful' RC from the perspective of its members and stakeholders. Important delivery factors, which stimulate the success of each RC and the way in which individuals engaged with it, appeared to depend on person-centred recovery approaches, peer support, flexible provision with a tailored needs based approach, and wider support (HM Government 2017) through connections to education, employment, and training. These factors central to a successful RC were cross-cutting irrespective of geographical location or service under evaluation. The findings also emphasise the importance of the community setting in providing mutual aid and wrap-around care, which subsequently enables the initiation and maintenance of abstinence-based recovery. Great value was seen in the fact that RCs had freedom in their approach to service provision and delivery and could be responsive to change. Collaborative working was also seen to be important in gaining the best possible outcomes for RC members. Tensions were, however, present when attempting to develop relationships with statutory (and non-statutory) services promoting harm reduction, and the establishment of relationships with 12 steps. This may be due to the differing approaches to achieving and maintaining abstinence, but would benefit from further investigation as to how to best support collaborative working.
The Role of Recovery Capital
The findings of the research highlighted that RC members engage with a number of the key domains of recovery capital, namely social, cultural, physical, and human Cloud 1999, 2001; Granfield 2004, 2008; White and Cloud 2008; Neale et al. 2014) . We know that in general, high levels of recovery capital enable individuals to cope and manage better with their lives (Laudet et al. 2008 ), which in turn has direct implications for the achievement and maintenance of abstinence.
Social and human capitals Cloud 1999, 2001; Cloud and Granfield 2008; White and Cloud 2008; Neale et al. 2014) were identified to play a crucial role in recovery and were evidenced through members directly engaging in the RC. There is no 'oneapproach fits all' for substance misuse treatment, with the recovery journey seen as a unique and individual process (Timpson et al. 2016 ) and this was echoed across the RCs. There were, however, shared stories and members believed that the RC provided a nonjudgmental and safe environment that gave them the freedom in which to identify and build upon their assets and develop vital social and practical skills. RCs were seen as a vehicle through which members could become engaged in positive activities to combat social isolation and to support a return to 'normality', both key aspects of the maintenance of abstinence. Members appeared more resilient and developed meaning in their lives evidencing, for example, improved relationships with family members, and better connections with society (Irving 2011; Mawson et al. 2015; Wittouck et al. 2013) . The involvement of RC members in problem-solving and decision-making processes was also seen to help the sustainability of recovery communities. Peer support played an important part in the recovery journey. This was achieved through the development of new social networks and engagement in non-substance-related activities (Laudet et al. 2004; Longabaugh et al. 2010) within the communities, so that RC members developed a strong sense of common purpose (Best et al. 2012 (Best et al. , 2015a (Best et al. , b, 2016 Collins et al. 2016 ) and meaning (Cloud and Granfield 2008; Laudet and White 2010) . These findings are consistent with other studies that highlight the important role of peers and social networks within the recovery process (Timpson et al. 2016) . Such support is pivotal in helping those in recovery to manage their addiction(s) and maintain abstinence (Litt et al. 2009; Stevens et al. 2010) . It also provides emotional and practical support (Neale 2001; Neale and Stevenson 2015) and enables individuals to belong to a group, thus fostering social identity (Best et al. 2010; Buckingham et al. 2013; Pagano et al. 2013 ).
Aspects of cultural (Cloud and Granfield 2004) and physical (Granfield and Cloud 1999; Cloud and Granfield 2008; White and Cloud 2008) capitals were also evidenced. Stigma is a barrier to recovery, affecting individuals' reintegration into society, for example, their ability to gain employment and access education and training (UKDPC 2008) . Cultural capital is important in recovery with those in abstinence being seen to conform to social norms (Cloud and Granfield 2004) . Stigma was challenged within the RC by peer mentors as well as through the provision of training on addition and recovery and delivery of and presence at community events, activities which has been evidenced to reduce social and structural level stigma (Livingstone et al. 2012) . Recovery communities were also seen to develop physical capital by providing opportunities to attend educational courses and training and carry out mentorship. This helped members identify their assets, develop their skills, and achieve qualifications.
Policy Perspectives
A key aim of RCs is self-sustainability, which is especially pertinent in current times of reductions in NHS and local authority budgets (ACMD 2017). We are aware anecdotally that currently there is lack of resource within the UK public sector, resulting in increased reliance upon mutual aid groups and RCs such as those described in this study. Many areas across the UK are experiencing an increase in volunteer recovery champions (and this was evidenced in the RCs), but a decrease in salaried front line staff and (expensive) specialists such as addiction psychiatrists.
Local policy in the areas where these RCs were situated shows a focus upon recovery (Durham County Council 2015; Hackney Council 2016; Kilgallon 2013) . All three RC in this study, however, highlighted the impact of lack of funding and resources available in their local areas to support those with substance misuse issues to achieve abstinence-based recovery. A reliance upon volunteers and peers, which are inherently not sustainable in the long-term, was also evidence.
In light of these findings, recovery communities such as these have an important role to play, especially in areas where local authorities have limited budgets to provide structured treatment. RCs are individually and collectively community asset that warrant support and expansion, and are equally made up of individual assets, which collectively support the powerful mechanisms in generating recovery capital.
Limitations
The study provided localised views around RC implementation and recovery capital processes and so cannot be generalizable. Limitations of the study centre on its restriction to three RC sites, potential for gatekeeper bias, and the inability to compare responses on the basis of factors such as gender-and age-related perspectives.
Conclusion
The study provides a unique insight into the processes of RCs, and the multiplicity of factors affecting and supporting the development of recovery capital. It adds to the evidence that RCs play a vital role in abstinence-based models for recovery and should be integrated into statutory service provision. Even though the RCs here used different approaches to delivery of support and the activities they engage, they are underlined by similar factors-strengthening recovery capital, peer support, community setting, holistic, and flexible support/experiences. The way in which these are provided is tailored to the political and geographical context in which they are situated. Thus, recovery journeys become a community experience that reinforces the maintenance of abstinence and this may be why overarching, shared outcomes are experienced.
Development and support of recovery capital offers a key inroad to inform future service provision and delivery for those in abstinence-based recovery across the UK. Further research and RC evaluations are warranted, possibly into the sustainability of RCs as a mechanism to recovery, to inform the area.
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